do not recommend treatment based on auto-antibodies.
The categorization of the patients by age (60-70 years as moderately old, >70 years as older and >80-85 years as oldest old) is essential for the establishment of a diagnosis that should also consider 'agespecific reference ranges for serum TSH' (recommendation 14) in older people. It has clearly been shown that there is a widening of the reference range for serum TSH with increasing age [4, 5] . In fact, a recent study from a large population in Scotland demonstrated a significant increase in the 97.5th centile of TSH (3.98-5.94 mU/l, respectively) with increasing age [6] . In addition, there are differences in the nature of the TSH changes with age between iodinedeficient and iodine-replete populations. We therefore do not agree with the authors that the consideration of age-specific guidelines is 'premature and overly complex' [1] , but feel that this is important information that cannot be omitted from the guideline in an artificial attempt to avoid complexity.
Stott et al. [1] are in agreement that levothyroxine treatment, depending on the degree of TSH suppression and age, is asWe appreciate the interest of Stott et al. [1] in the Management of Subclinical Hypothyroidism ETA Guidelines 2013 [2] . We are, however, somewhat puzzled by the authors' statement that the guidelines 'risk doing more harm than good', probably the result of misinterpretation of some recommendations of the guidelines.
The ETA Guidelines represent a meticulous interpretation of more than 140 articles and were, moreover, posted on the ETA website for about a month for criticism and comments. They offer a unique platform of expertise, supporting those involved in the diagnosis and treatment of both younger and older patients with subclinical hypothyroidism (SCH), in a spirit of collaboration for the benefit of our patients.
Stott et al. [1] basically agree with the guidelines that the wait-and-see approach and repeat thyroid testing in patients with SCH is a widely accepted concept. The measurement of thyroid auto-antibodies determines the risk of progression to overt hypothyroidism, especially if the thyroidstimulating hormone (TSH) level is above 2.5 mU/l [3] . The guidelines are misrepresented by these comments, as we definitely sociated with lower bone density, increased risk of fractures and atrial fibrillation. The guidelines specifically recommend (recommendation 15) that the oldest old subjects (>80-85 years) with elevated serum TSH ≤ 10 mU/l should be carefully followed with a wait-and-see strategy, generally avoiding hormonal treatment. This procedure is supported by a recent study showing that older patients are at particular risk for overtreatment, as their upper limit of normal for the level of TSH is slightly higher than that in younger patients [7] . Among 3,900 community-dwelling apparently euthyroid Caucasian Australian men over 70 years of age, those whose free thyroxine was normal but in the highest quartile were 20% more likely to have died over 6 years of follow-up.
Finally, we absolutely agree that a randomized controlled trial, such as the one by the TRUST-IEMO collaboration, is needed to reinforce decision making as to whether levothyroxine treatment is required and is beneficial in older patients with SCH and also to determine whether the oldest old may benefit from treatment. Accordingly, the guideline states that appropriately powered randomized controlled trials of levo-thyroxine in SCH patients, examining hard cardiovascular end points in various classes of age, are clearly warranted.
Based on these data and the present joint statement, it is therefore evident that the guidelines, especially recommendation 21 stating 'In the elderly, any treatment for SCH should be individualized, gradual and closely monitored', can be of undoubted assistance and will certainly not do harm.
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